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THE COMPREHENSIVE NEIGHBORHOOD HEALTH CENTER
that offers integrated health and mental health serv-
ices has been proposed as a viable model for provid-
ing mental health services to geographically defined
populations. Often targeted to low-income groups,
such centers have set goals of delivering accessible,
comprehensive, continuous, integrated, and family-
oriented health care. While these goals have been
widely espoused, few studies have examined quan-
titatively the patients’ use of various services within
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these centers (I-3). Although the theoretical advan-
tages and organizational issues of delivering mental
health services have been described, information on
the use of the mental health services provided in
these integrated service settings is extremely scarce
4-98).

This study was undertaken to examine data on
the use of mental health services in a neighborhood
health center as a first step in evaluating the direct
clinical and public health impact of an integrated
service delivery system. In particular, we present
data on the relationship of demographic and diag-
nostic variables to rates and patterns of use of mental
health services. We also compare findings on the
study population with available national data of the
National Institute of Mental Health (NIMH) and
with data from the Monroe County, N.Y., Psychiatric
Case Register.

The Community

The setting was the Bunker Hill Health Center
(BHHC), a community-based clinic of the Massa-
chusetts General Hospital, located in Charlestown,
a Boston neighborhood with a 1975 population of
16,877. This relatively small and isolated community
on a 1 square mile peninsula is surrounded by Boston
harbor and by the railroad tracks at the isthmus. The



population is largely white and of Irish heritage.
Blacks constitute only 0.5 percent of the population
and Spanish-speaking persons only 0.3 percent. Ac-
cording to the 1970 U.S. Census, the median family
income was $8,828 per year; 14 percent of Charles-
town families receive public assistance. Portions of
the population are in both the high moderate income
and high poverty income ranges of the Mental
Health Demographic Profile System (9). This dis-
parity reflects the nature of a community that is
predominantly working class, but contains substan-
tial enclaves of white-collar professionals and of wel-
fare recipients who live in New England’s second
largest public housing project. The neighborhood is
relatively stable—63 percent of the families have not
moved in 5 years, ranking it third in stability among
Boston neighborhoods (10). In summary, Charles-
town is a cohesive and stable community of limited
wealth but with an unusual historical heritage and
a real sense of “town pride.”

The Health Center

Although the Bunker Hill Center has been described
(11, 12), a brief summary is included in this report.
The center opened in 1968 and by 1975 had regis-
tered approximately 85 percent of the local popula-
tion. According to a study by ABT Associates, 44
percent of all medical visits by ambulatory Charles-
town residents in 1973 were to the health center—
ranking it first among Boston neighborhood health
centers in the percentage of neighborhood residents
using a health center (10). In 1975, the center re-
corded approximately 53,000 patient visits, includ-
ing about 11,000 to its mental health unit. The
health center provides medical, pediatric, surgical,
mental health, nutrition, and dental services and is
staffed by 38 professionals (full-time equivalents).
Twelve of these work in the mental health unit and
represent the disciplines of psychiatry, social work,
psychology, nursing, and speech and occupational
therapy.

Administratively, the health center is part of
Massachusetts General Hospital, but it also serves
as the Charlestown catchment area clinic for a fed-
erally funded community mental health center—the
Erich Lindemann Mental Health Center. Funding
comes from five sources: (¢) a Children and Youth
grant from the Department of Health, Education,
and Welfare; (b) a supplement from the hospital
for adult services; (c) patient fees; (d) the city of
Boston; and (¢) limited staff positions from the
Lindemann Mental Health Center. Although the
center is organized administratively into the tradi-

tional departments, integrated patient care is facili-
tated by a multidisciplinary team approach. There
is a strong emphasis on the establishment of health
center-wide goals for patients and families. Empha-
sis is on prevention, health education, and early
intervention. Staff activities, such as mental health
consultation to neighborhood schools and preschool
screening for medical, neurological, and psychologi-
cal problems, facilitate these goals.

The Data System

The health center has a central reporting system,
based on Densen’s prototype (13), that is linked to a
computerized data retrieval system. The system has
been in continuous operation with periodic revisions
since the agency opened in 1968. The mental health
encounter form and the computer retrieval system
were altered most recently in 1974 when the diag-
nostic classification system of mental disorders
(DSM-II) was added (I4). The center has set a high
priority on the proper completion and retrieval of
the encounter forms and has had excellent coopera-
tion from the clinical and administrative staff.

The system provides the flexibility for retrieving
a variety of patient data (demographic, diagnostic,
and treatment) for use in clinical, epidemiologic, and
program evaluation studies as well as in patient bill-
ing. In particular, information is collected on each
head of household. This information includes resi-
dence zip code, census tract, education, and occupa-
tion. Data on each registrant include age, sex, marital
status, relation to household head, ethnic back-
ground, payment source, and referral source. The
encounter form for each patient contact provides ad-
ditional information including location and duration
of visit, type of provider, diagnosis, presenting prob-
lem, service given, and referral source. Data from
both the registration and encounter forms are col-
lected and tabulated regularly.

Methods

Determination of use rates. For this study, data
routinely collected on all patients seen by the mental
health unit staff were analyzed for the first 6 months
of 1975. Data from registration and encounter records
were tabulated on the age, sex, marital status, pay-
ment source, and diagnosis for each individual
patient. Place of residence was determined by analyz-
ing zip code and census tract data for each household.

Although located in and targeted to the Charles-
town population, the center also serves people in the
surrounding communities. A zip code analysis of 562
households whose members had visits in this 6-month
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period showed that 92 percent, or 519, lived in
Charlestown—a fact that supports our assumption
that patterns of use were largely determined by local
Charlestown residents. Thus, health center use data
by age, sex, marital status, and diagnosis of patients
were multiplied by a factor of 0.92 to estimate the
use rate for Charlestown residents according to these
variables.

Social class determination. For the purpose of this
study, two criteria were employed to assess the rela-
tion of socioeconomic status (SES) and use. First,
Charlestown census tracts which contain public hous-
ing were identified, and all patients living in these
areas were considered to be at the lower end of the
socioeconomic scale and the principal target for
health center services. Second, the source of payment
for visits was used to determine a percentage of
patients in the poverty range as indicated by their
enrollment in Medicaid. Education and occupation
data for head of household were not complete enough
at the time of the study to use the Hollingshead two-
point scale of SES for all patients (15).

Clinical methods. The DSM-II reference manual
was our primary source for the diagnostic classifica-
tion of psychiatric disorders (14). Minor modifications
of this system were the classification of “borderline
personality organization” as character disorder and
the addition of “developmental lag” as a separate
diagnostic category for children (16). Grouping diag-
noses into nine major classes was performed accord-

ing to the system of NIMH’s Division of Biometry
and Epidemiology in the preparation of national
pooled data (I7). Of these nine major classes, the
category “all other” includes neuroses (except de-
pressive), character disorders, behavioral disorders ot
childhood, developmental lag, and transient situa-
tional disturbances. All forms of affective disorder,
including depressive neurosis, were classified as de-
pressive disorders.

Because Bunker Hill patients receive a principal
diagnosis for each visit, multiple diagnoses are re-
corded for each patient over a 6-month period.
Within each diagnostic category a patient’s principal
diagnosis was recorded only once. However, a pa-
tient’s diagnoses across diagnostic categories—that
is, in more than one category—were included for
two reasons: (a) it was not possible within the pres-
ent system to assign one principal diagnosis and (b)
multiple diagnoses could represent the presence of
more than one disorder. Methods for assigning one
principal diagnosis within this record system are
currently being evaluated. Although it is not directly
comparable because of differing methodologies in
obtaining data, the distribution of Bunker Hill
Health Center diagnoses of mental disorder is pre-
sented to allow for general comparisons with NIMH
data and other reports on the distribution of
diagnoses.

Results
Overall use. In the study period, January through
June 1975, 822 Charlestown residents visited the

Table 1. Patients of Bunker Hill Health Center using mental health services, Charlestown population, and use rate, by age
and sex, January-June 1975

Charlestown residents Total Charlestown 6-month rate per

Age group All patients using services population, 1975* 1,000 population

and sex Estimated Percent Number Percent for g:fé:;‘:w"

number 1

Total, all ages ......... 894 822 100.0 16,877 100.0 48.7
Male ................ 378 348 423 8,202 48.6 42.4
Female .............. 516 474 57.7 8,675 51.4 54.6
0-17 years ............ 354 325 39.6 5,704 33.8 57.0
Male ................ 222 204 24.8 2,953 17.5 69.1
Female .............. 132 121 14.8 2,751 16.3 44.0
18 or more years ...... 540 497 60.4 11,173 66.2 445
Male ................ 156 143 17.4 5,249 31.1 27.2
Female ............ .. 384 354 43.0 5,924 35.1 59.8

192 percent of households in which 1 or more persons received
health services during the reporting period had a Charlestown residence
zip code. This proportion was applied to all patients using mental health
services for each age-sex category to estimate the number of Charles-
town residents using services.
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2 Total population count was obtained from a 1975 household census
of Charlestown conducted by the Massachusetts Department of Census.
This count was distributed by age and sex groups according to the
age-sex distribution for Charlestown in the 1970 U.S. Census.



Table 2. Patients of Bunker Hill Health Center 18 years and older using mental health services, Charlestown population,
and use rate, by marltal status, January—June 1975

Charlestown residents

All using services

Adult Charlestown

population, 1975 2 6-month rate per

1,000 population

Marital status patients ifl",'""', ‘; ’r o ,d Percent Number Percent for r(e:g,a‘;;s';own
Total ............ 540 497 100.0 11,173 100.0 44.5
Single ................ 165 152 30.6 3,275 29.4 46.4
Married ............... 258 237 47.7 5,536 49.7 42.8
Widowed .............. 43 40 8.0 1,437 12.9 27.8
Separated and divorced . 74 68 13.7 891 8.0 76.3

192 percent of all households in which 1 or more persons received
services during the reporting period had a Charlestown residence zip
code. This proportion was applied to all adult patients using mental
health services for each marital status category to estimate the number
of Charlestown residents using services.

mental health unit. These visits represent a 6-month
use rate of 48.7 per 1,000 resident population, or
approximately 5 percent of the population using
mental health services during that period. Prelimi-
nary l-year data indicate that use rates increased
approximately a third over the 6-month use rates;
the overall 1-year rate was 64.6 per 1,000 Charles-
town residents.

Age and sex characteristics. Table 1 presents the
distribution of patients receiving mental health
services and the population of Charlestown, by age
and sex. In addition, age- and sex-specific use rates
per 1,000 Charlestown residents are shown. Children
0-17 years represented 39.6 percent of the total case-
load and had a use rate of 57.0 per 1,000, contrast-
ing with a rate of 44.5 for adults. Boys and women
are the bigest users of services, with rates of 69.1 and
59.8 per 1,000 respectively. Men 18 years or older
had the lowest rate at 27.2 per 1,000, followed by
girls under 18 years who used services at a rate of
44.0 per 1,000.

Marital status. Table 2 presents the distribution
by marital status of persons 18 and older using men-
tal health services, the Charlestown adult popula-
tion, and the rates per 1,000 population. The mar-
ried adults constituted 47.7 percent of all adults
using these services—services which were used by
residents at a rate of 42.8 per 1,000 married adults
in Charlestown. Single adults constituted the second
largest group of patients (30.6 percent) and had a
rate of 46.4 per 1,000, which was not significantly
higher statistically than that for married adults. The
highest utilization rate per 1,000 was that of sepa-

2 Total population count was obtained from a 1975 household census
of Charlestown conducted by the Massachusetts Department of Census.
The count was distributed by marital status according to the proportions
obtained in the 1970 U.S. Census for Charlestown.

rated and divorced adults—a rate of 76.3 compared
with the lowest rate, 27.8, for the widowed.

Social class. With regard to the available measures
of relative socioeconomic status, fully 55.7 percent
of patients using mental health services paid through
Medicaid. We also found that 60.9 percent of house-
holds with members coming to the mental health
unit lived in census tracts which contain public
housing—tracts which include only 48.5 percent of
all Charlestown households. An additional analysis
of subtracts within the larger census tracts revealed
that 42.6 percent of the Charlestown households
with members using mental health services definitely
lived in the public housing units. An analysis of the
30 percent of households for which education and
occupation were available revealed that 93.2 percent
were in the two lowest Hollingshead social classes,
IV and V, with the remainder in class III.

The tendency for the center to draw patients
from the lower end of the SES scale is shown by a
census tract analysis in table 3. In the three tracts
with public housing (Nos. 402, 403, and 408) BHHC
patients receiving mental health services were over-
represented, but patients living in tracts without
public housing (Nos. 401, 404, 405, 406, and 407)
were under-represented in the center’s caseload. A
chi square test showed these distribution differences
to be significant at a level of P <. 001.

Clinical characteristics. The distribution of pa-
tients according to the DSM II psychiatric diagnosis
system is presented in table 4 for the 999 diagnoses
that were attributed to 822 separate patients (1.2
diagnoses per patient). The previously mentioned
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Table 3. Distribution by census tract of households of Bunker
Hill Health Center patients using mental health services and
all Charlestown residents, January-June 1975

Estimated households
in Charlestown, 1975 ?

Households of
patients

Census tract
of residence !

Number Percent Number Percent

All households .. 519 5,417 100.0

Tract recorded ........ 458 100.0 - c..
3N0.402 ............ 82 179 676 125
3No. 403 ............ 117 255 1,161 214
3No. 408 ............ 80 175 794 146
No.401 ............ 32 7.0 584 10.8
No.404 ............ 45 9.8 710 13.1
No.405 ............ 50 10.9 697 129
No.406 ............ 7 15 134 25
No.407 ............ 45 9.8 661 12.2
Tract not recorded ..... 61 e s e

10f 606 households with members using mental health services, 519
were known by their zip code to reside in Charlestown and an addi-
tional 43 resided outside Charlestown. No address was known for 44
households.

2 Number of households was estimated for 1975 by adjusting the 1970
U.S. Census data by the number of new housing units built in each
census tract from 1970 to 1975.

3 Contains public housing project.

Note: X2 = 32.37; d.f. =7; P <.001

duplication of diagnoses across diagnostic categories
makes it possible, for example, for a patient with an
undiagnosed condition on initial examination who
is later found to have schizophrenia to be counted
once under schizophrenia and once under no mental
disorder. Although the table provides the complete
diagnostic distribution, a few highlights deserve
mention. The largest percentage of diagnoses (46.9)
was the “all other” category. The category contains
many of the less severe diagnoses and those of chil-
dren and relatives of identified patients who may
have no mental disorder. The second largest per-
centage of diagnoses (26.3 percent) were accounted
for by the category, “no mental disorder or diagnosis
deferred.” This group of diagnoses includes those of
relatives of patients and patients with speech and
language problems.

With regard to the more severe diagnoses, schizo-
phrenia accounted for only 6.6 percent of the diag-
noses and 8 percent of the 822 patients, and depres-
sion for 13.3 percent of the diagnoses and 16 percent
of the patients. These represent diagnosis rates per
1,000 residents of approximately 3.9 for schizophrenia
and 7.9 for depressive disorders—relatively high rates

Table 4. Distribution of psychiatric diagnoses for Charlestown residents receiving mental health services at Bunker Hill
Health Center and proportion of Charlestown resident patients and of the Charlestown population receiving diagnoses,
January-June 1975

Number of Percent distribution—
resident 6-month rate per 1,000
patients Of diag Of resident patient: for Charlestown’s
Principal diagnosis recelving recelving diagnoses 16,877 residents
diagnoses 2
Total patients:
Unduplicated ..............coovntn oo 822 e *100.0 48.7
Duplicated by diagnosis ............... 999 100.0 oo
Mental retardation .................. o antn 25 25 3.0 1.5
Organic brainsyndrome ...................... 10 1.0 1.2 6
Schizophrenia .............coiiiiiiiiiiiie, 66 6.6 8.0 3.9
Depressive disorders .............c..0iin.n, 133 133 16.2 7.9
Other pSychoSes . ....c.cvvviiinerirennennenns 7 7 8 4
Alcohol disorders .........ccceviviecinincnnn 24 2.4 29 14
Drugdisorders ............coiieiiiiiinnnnnn. 3 3 4 2
Allother ........coiiiiiiiiiiiiiniiiiianenns 4468 46.9 56.9 27.7
Neuroses except depressive ................ 79 e cee cees
Character disorders ..............ccvvunnn 159
Psychophysiological disorders .............. 9
Transient situational disturbances ........... 228
Behavior disorders of childhood ............. 73
Developmental lags ........................ 70 e eee ceee
No mental disorder or diagnosis deferred .. ... .. 263 26.3 32.0 15.6

1 Diagnostic distribution according to NIMH categories of the DSM-II
classification to enable comparison with national data (17).

2 Persons are unduplicated within diagnostic categories but duplicated
across categories. A total of 999 diagnoses were attributed to 822
Charlestown resident patients (92 percent of the 1,086 diagnoses among
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the 894 total patients seen during the study period) for an average of
1.21 diagnoses per patient.

3Sum of individual diagnostic categories exceeds the total because
of multiple diagnoses per patient.

4 These 468 persons received a total of 618 specific diagnoses within
the ““ail other” diagnostic group.



for treated disorders of this type, as we discuss in the
following section.

Comparisons with Other Studies

Overall utilization. The mental health unit’s
6-month utilization rate of 48.7 per 1,000 population
may be compared to the minimal 1-year (1973) esti-
mated national rate of 17.9 per 1,000 for private and
public outpatient services reported by Regier and
Goldberg (18). A l-year rate of 27.1 per 1,000 for
utilization of both inpatient and outpatient mental
health services in Monroe County, N.Y., was described
by Babigian in his study based on that county’s psy-
chiatric case register (19).

Age and sex characteristics. For the latest year in
which NIMH national data by patients’ ages are
available, children under 18 years represented 27.3
percent of all outpatient episodes in 1971, when the
total outpatient utilization rate for all ages was esti-
mated (with adjustment for multiple episodes per
person) to be approximately 10.5 persons per 1,000
per year, or about 1 percent of the total population
(17, 20). Patient care episodes were converted to num-
ber of persons by a factor based on data from the
Maryland Psychiatric Case Register. A conversion
factor for outpatient episodes of 0.93 person per epi-
sode was applied to an outpatient rate of 1,129 epi-
sodes per 100,000, which equals 10.5 persons per
1,000 population.

The Bunker Hill Health Center data indicate that
children constituted 89.6 percent of all patients
using mental health services, and the total outpatient
use rate was 48.7 per 1,000, or about 5 percent of the
population in a 6-month period. A freestanding satel-
lite mental health clinic in New York City reported
a similarly high rate—children constituted approxi-
mately 47 percent of its patient population. This
clinic had an annualized use rate of 3.0 per 1,000
population in that area (2I). The 6-month rate for
those under 18 was 57.0 per 1,000 in the BHHC
study in contrast to Monroe County’s combined
inpatient-outpatient rate of 14.2 per 1,000 for those
0-14 years and the 1971 national outpatient rate
(with adjustment for multiple episodes per person
under age 18) of 8.3 per 1,000 (17, 19, 20).

Marital status. Although reference populations and
data collection methods differed, comparisons of use
data according to marital status may be made with
the statistics of the National Institute of Mental
Health, using admissions to care rather than patient
episodes of persons receiving care. The 1971 age-

adjusted national rates for adults 18 and older show
that married persons used outpatient services at a
rate of 3.7 admissions per 1,000, single persons had a
rate of 9.7, widowed persons 13.3, and divorced or
separated persons 17.5. These rates were 2.6, 3.6, and
4.7 times as great as those of married persons respec-
tively (22). In contrast, the 6-month data for the
Bunker Hill center showed that married persons used
services at a rate of 42.8 per 1,000, the rates for the
single were 46.4, the widowed 27.8, and the sepa-
rated or divorced 76.8. These were 1.1, 0.6, and 1.8
times as great respectively as that of the married.

Social class. The Monroe County study researchers
found a l-year combined inpatient-outpatient utiliza-
tion rate of 43.6 per 1,000 county residents and a
rate of 40.7 per 1,000 for persons determined to be in
the lower two social classes (designated IV and V on
the Hollingshead scale). These rates approach the
48.7 rate for outpatient services alone in the popula-
tion served by the Bunker Hill Health Center—the
bulk of whom are also in the lower two, presumably
equivalent, social classes.

Clinical characteristics. Comparisons between the
health center and national data on the distribution
of diagnoses for outpatient episodes is even more
difficult because of methodological differences in data
collection. The most recent NIMH diagnostic data
show the following distribution for outpatient epi-
sodes of psychiatric services in 1971: mental retarda-
tion 3.3 percent, organic brain syndromes 2.5 percent,
schizophrenia 15.7 percent, depressive disorders 12.7
percent, other psychoses 1.5 percent, alcohol disorders
5.4 percent, drug disorders 2.1 percent, all other dis-
orders 44.7 percent, and undiagnosed 12.1 percent
(17). The NIMH percentages are based on a total
outpatient utilization rate of approximately 10.5 per
1,000 population as opposed to the Bunker Hill out-
patient per-capita utilization rate of 48.7 per 1,000.
The most significant absolute differences between
the Bunker Hill and NIMH data occur with diag-
noses of schizophrenia—the Bunker Hill percentage
is less than half that of NIMH—and with the un-
diagnosed category—the Bunker Hill percentage is
slightly more than twice that of the NIMH data.
However, if one considers that the center’s utiliza-
tion rates are approximately five times as high as
those reported nationally, it appears that population-
based rates for persons with diagnoses of schizo-
phrenia are more than twice as high in the popula-
tion served by the center as they are nationally.
Utilization rates for patients with depressive dis-
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orders and the milder diagnoses such as transient
situational disorders, neuroses, and developmental
lags included in the “other” category are approxi-
mately six times as high as the national rates.
Significant problems exist in comparing the per-
centage distributions of diagnoses derived from
patient care episodes reported by many outpatient
settings to NIMH with the percentage of patients
having a given disorder diagnosed in one neighbor-
hood health center. Nonetheless, the data suggest
that the center was serving seriously disturbed pa-
tients at rates equal to or higher than the national
rate for outpatient services and also had much higher
utilization rates for patients with less severe disorders.

Discussion

This study represents an initial attempt to describe
the utilization, demographic, and diagnostic char-
acteristics of patients using the mental health unit of
a comprehensive neighborhood health center. Com-
parisons with nationally pooled data from NIMH
and with other data on mental health services are
made for the purpose of placing the neighborhood
health center’s data in some understandable perspec-
tive. We recognize that these comparisons can only
be approximate because of differences in methodology
and the time frame used in obtaining the data from
these various sources,

In our 6-month study of a comprehensive neigh-
borhood health center, we found that about 5 percent
of the community’s population made use of out-
patient mental health services. Strikingly, this rate is
approximately five times as high as that of the 1-year
1971 total utilization rate and almost three times as
high as the 1978 l-year rate for outpatient mental
health services estimated for the United States by
Regier and Goldberg (17, 18). For a comparable data
base, the combined inpatient and outpatient services
recorded in the Monroe County case register, the
rate was slightly more than 4 percent for the popula-
tion in social classes IV and V (19).

Our results suggest that the target population in
the lower SES categories accounted for the majority
of patients using mental health services in the neigh-
borhood health center. All indices employed—
Medicaid payment, social class, and census tract
housing characteristics—reflected this pattern. Thus,
the neighborhood health center seems to be a partic-
ularly effective system for attracting patients from
low income backgrounds into mental health treat-
ment.

In a further analysis of patients’ age, sex, and
marital status characteristics,. it was noted that chil-
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dren and married adults constituted an unusually
high proportion of the total number of patients
using the health center in comparison with the rela-
tive respective proportions of the patients using the
factilities that report data to NIMH. These compari-
sons suggest that mental health services at the neigh-
borhood health center are delivered primarily to
children and adult members of intact families. Al-
though this finding may not be specific to a compre-
hensive neighborhood health center, as demonstrated
in other studies, it would seem that a community-
based clinic is able to attract families in larger num-
bers than is true of more traditional outpatient
services (21).

Diagnostic data from the center’s mental health
unit indicated that the unit sees patients with a
wide range of mental disorders. The formal linkage
with the local community mental health center, in
which Bunker Hill functions as a day treatment and
outpatient facility for part of the center’s catchment
area, and the State’s emphasis on returning patients
to the community may account for the relatively high
rates for patients with more severe schizophrenic or
depressive disorder diagnoses. In addition, the em-
phasis on preventive intervention for children, the
involvement of family members and friends who are
important in the patients’ lives, and the frequent
referrals for evaluation that are encouraged by the
integrated health-mental health setting all tend to
produce relatively high rates of use by persons with
less severe diagnoses and those with no mental
disorder.

The data for the 6-month period appears to sup-
port the hypothesis that mental health services pro-
vided in an integrated delivery system near the pa-
tient’s home may achieve high levels of acceptability,
accessibility, and utilization. Although factors such
as the true prevalence rates for mental disorders in
the community, service delivery patterns, patients’
ethnic backgrounds, and staffing patterns of the center
could not be compared with corresponding factors
nationally and may contribute to Charlestown’s rela-
tively high utilization rate, our experience suggests
several features of the health center that enhance
referral to and use of mental health services.

In particular, we found that the close working rela-
tionship afforded by multidisciplinary teams de-
creases the mystery of psychiatric methods and
increases the medical providers’ awareness of psycho-
logical factors in physical illness. Health professionals
in this setting seemed to have developed effective
referral skills that were used to facilitate patient
acceptance and continued use of mental health serv-



ices. Receiving services in a comprehensive health
center also seems to decrease the community stigma
associated with seeking psychiatric treatment. Mental
health care may be perceived as a more legitimate
component of total health care by both medical staff
and community patients if mental health services are
integrated into a single center.
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Six-month utilization data are pre-
sented for the mental health unit of
a comprehensive  neighborhood
health center. Almost 5 percent of
the 16,877 people in Charlestown,
Mass., used these services at a rate

SYINOPSIS

of 48.7 per 1,000 residents. Nearly all
the residents of this Boston neigh-
borhood were white; the median
family income was $8,828 annually;
and 14 percent of the families re-
ceived public assistance.

Age, sex, marital status, census
tract of residence, and diagnostic
factors were quantitatively related to
the use of services. Those 0-17 years
represented 39.6 percent of the total
caseload and had a utilization rate of
57.0 per 1,000. Boys and women
were the biggest users of service,
and married adults constituted 47.7
percent of the adults using the serv-

ice. About 55 percent of the patients
paid through Medicaid.

During the study period 999 diag-
noses were recorded for 822 sepa-
rate patients, or 1.2 diagnoses per
patient. Findings from the center's
caseload are compared with utiliza-
tion data for other mental health
services and available national data.
The study data demonstrate that the
health center’s goals of providing ac-
cessible, family-oriented, compre-
hensive mental health services that
are targeted particularly to the lower
socioeconomic groups in the com-
munity were largely accomplished.
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